requirement >750 mg/day and vital capacity <2.9 L. Hence, a pre-operative lung function assessment is of utmost importance. Since the patient had dysphagia, possibility of aspiration is higher. A previous meta-analysis performed showed that PVB combined with general anaesthesia provided better post-operative analgesia [3,5] during breast surgery. Lesser incidence of adverse effects was reported with the use of PVB. [2,5] Since acute post-operative pain is a risk factor for the development of post-operative chronic pain [2,5] , use of PVB is useful. PVB has also been shown to provide better analgesia than wound infiltration. PVB also provides better post-operative dynamic analgesia. Single level and catheter technique have been described, but we used the multiple injection technique.
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Delayed recovery of consciousness after elbow arthroscopy
Sir,
A 45 year-old right hand dominant person weighing 88 kg (body mass index of 27 kg/m 2 ) underwent elective elbow arthroscopy for removal of a loose body from his right elbow. He had a past history of depression and was on fluoxetine 20 mg. It was a day care procedure and for induction, he was administered fentanyl 100 µg, oxycodone 5 mg, propofol 250 mgs and rocuronium 30 mgs. The intubation was difficult (Cormack-Lehane three) and a bougie was used. The oxygen saturation (SpO 2 ) was maintained at 99%.
Intra-operatively, the patient received ondansetron 4 mg and dexamethasone 8 mg. He was maintained on oxygen, air, sevoflurane and had volume controlled ventilation. Intra-operative monitoring used were electrocardiogram (ECG), oxygen saturation (SpO 2 ), end tidal carbon dioxide, non-invasive blood pressure (NIBP) at 3 min intervals, end tidal sevoflurane and inspired oxygen. The arthroscopy was performed in the prone position and lasted for 35 min.
At the end of surgery, after the train-of-four response showed three twitches, rocuronium was reversed by glycopyrolate 0.5 mg and neostigmine 2.5 mg. The patient was extubated successfully in the theatre after he moved all four limbs, raised his head and spontaneously opened his eyes. He was transferred to the recovery room, and monitoring was continued using ECG, SpO 2 and NIBP. He was administered oxygen at the rate of 5 l/min by face mask.
In the recovery room, the patient was snoring heavily, had a persistent moaning sound, not responsive, but was maintaining his ventilation and oxygenation. There was no spontaneous eye opening or movements of the extremities and overall the Glasgow coma score (GCS) was 4, after about 15 min on arrival to the recovery room. Neurological examination was normal with plantars flexors and an intact anal tone. A urinary catheterisation done in the recovery room did not elicit any response with respect to pain, suggesting that the patient was in deep sedation.
this is achieved at lesser drug concentrations than normally required. [7] The literature search did not reveal any relation of the surgical procedure with the delayed recovery from anaesthesia. Weber et al. have reported a case of a patient who awakened 6 h after general anaesthesia and it was hypothesised to be a case of psychogenic coma. [4] Haller et al. have reported a similar case where the patient regained consciousness after 2 h. In their opinion, it was a case of dissociative stupor. [5] Our patient, however, did not regain consciousness for more than 36 h after the procedure. We believe that drug interaction with propofol could have caused the delay in recovery.
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